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Surgery for Haemorrhoids: Ablation or Correction
F. Seow-Choen, Department of Colorectal Surgery, Singapore General Hospital, Singapore.
Once in a long while, an entirely revolutionary con-
cept appears onto the surgical scene. Whether such a
concept is rejected or ultimately accepted into routine
surgical practice depends on several factors. Ease of the
technique, lowered morbidity and mortality, decreased
costs and good long-term symptomatic resolution of
clinical problems are paramount for acceptance of any
surgical technique. Hence, functional results related to
physio-anatomical consideration are important factors to
consider. Haemorrhoidectomy is a very commonly per-
formed operation in the modern-day hospital. In our
department alone, from April 1989 until December 2000,
we performed 12,726 haemorrhoidectomies. This ex-
cludes haemorrhoids treated by sclerotherapy and rub-
ber band ligation.
Nonetheless, as widely practised and accepted as
surgical haemorrhoidectomy is, whether Milligan-
Morgan, Ferguson, Harmonic Scalpel or Diathermy meth-
ods are used, the procedure is not based on correction of
the pathophysiology but on ablation of symptoms. Thus,
if prolapsed piles are bleeding, painful or otherwise
symptomatic, these piles are excised. Piles by themselves
are normal vascular cushions and are not pathological.
Indeed, vascular cushions in normal people and patients
with symptomatic prolapsed piles do not differ
anatomically.1
Haemorrhoidal tissues are present from foetal life and
are ubiquitous to all humans. Even prolapsed haemor-
rhoids are, therefore, not pathological unless symptomatic.
Totally asymptomatic individuals can be made to engorge
their anal cushions during proctoscopy by straining down
or by doing the Valsalva manoeuvre. This engorgement
may be aggravated by straining in the squatting position.
Indeed, patients without prolapse may be made to prolapse
their piles to some degree by straining in the squatting
position. Once prolapse occurs, further engorgement of
these vascular cushions occurs leading to pain and an
inflammatory response. Anal spasm then prevents
reduction, and pathological changes such as thrombosis,
oedema and inflammatory changes occur. These engorged
vascular cushions shrink rapidly once they are reduced
back into the anal canal. Chronicity is caused by repeated
prolapse and congestion of these vascular cushions. In
patients who are genetically predisposed, symptomatic
prolapse may occur at an earlier age without much
conscious straining during defaecation. Otherwise,
repeated straining at stool, aggravated by prolonged
sitting on the toilet, especially associated with reading
whilst defaecating, results in shearing forces that may
rupture the haemorrhoidal suspensory ligament. The
vascular cushions then prolapse easily and allow the anal
sphincters to constrict, resulting in haemorrhoidal
congestion, oedema and pain.
Both injection sclerotherapy and rubber band ligation
are aimed at restoration of the prolapsed or congested
piles back into the anal canal by submucosal fibrosis and
fixation. Furthermore, vascular cushions are important
for fine-tuning anal continence and, hence, should not be
totally removed.1 Surgical haemorrhoidectomy treats the
symptoms alone, without regard to restoration of normal
physiology by fixation of the congested anal cushions.
Therefore, it is strange that, contrary to such accepted
physio-anatomical theory, surgeons insist that surgical
excision of haemorrhoids by one of the many available
methods is the method of choice, and is safe and
efficacious. Moreover, surgical haemorrhoidectomy is
fraught with postoperative complications and manage-
ment problems. Secondary haemorrhage (6%), urinary
retention (30%), anal stricture (1%), recurrent haemor-
rhoids and skin tags (7%) are some of the commonly seen
postoperative problems.2–4 Stapled haemorrhoidectomy,
on the other hand, corrects the primary pathology, result-
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ing in resolution of haemorrhoidal symptoms. By an
elegant reduction of prolapsed haemorrhoidal tissue, the
technique then excises redundant lower rectal mucosa
and fixes the prolapse back into its proper place on the
wall of the anal canal. Fixation of this prolapse into
muscle may be important to help prevent subsequent
re-dislodgement and recurrence. As previously
mentioned, once reduced, the engorged haemorrhoidal
tissues rapidly decongest and shrink. This theory is borne
out in clinical practice.
Furthermore, pain after conventional haemorrhoid-
ectomy is clearly significant and most patients have
severe pain especially on defaecation immediately
following surgery, and even more suffer from great
discomfort from the second week onwards from wound
infection and sphincter spasm.5 Thus, 16.1% of conven-
tional compared to 0% of stapled haemorrhoidectomies
have severe pain on digital examination at 6 weeks. The
figures are 3.2% and 0% at 3 months, respectively.
Although most studies do show a significant advantage of
reduced pain with the stapled versus conventional
haemorrhoidectomy, the clinical impression from man-
aging patients is that pain is definitely much less than that
experienced after conventional haemorrhoidectomy.
Stapled haemorrhoidectomy has been shown, in the
short term, to result in lesser pain.4 However pain scores
do not accurately reflect the sort of pain experienced by
patients following surgery.4 Following conventional
surgery, patients experience a severe and sharp cutting
pain aggravated by, and thus, preventing bowel
movement.4 After stapled haemorrhoidectomy, pain is
usually vague and tenesmoid in nature, resulting in a
need for stool evacuation.4 This tenesmoid feeling may
be significant in some patients and may be related to
oedema at the anastomotic line. Furthermore, reduced
large haemorrhoids that are not excised in stapled haem-
orrhoidectomy take time to deflate. In my experience,
micronized flavonoids have been useful not just for
bleeding, but also to rapidly decrease perianal and
anastomotic oedema and, therefore, tenesmus.6, 7
We recently examined the long-term results of stapled
haemorrhoidectomies at 17 months after surgery.8 We
found that the recurrence rate for haemorrhoids that
needed further excision was 3% in the diathermy group
and 3.7% in the stapled group: one out of 33 and one out
of 27 patients, respectively. There was no significant
difference in the quality of life scores or recurrent
symptoms of bleeding, pain or pruritus, and no significant
difference in mean bowel frequency, continence score or
overall satisfaction between the two groups. Furthermore,
the stapled haemorrhoidectomy group of patients under-
went our initial technique in which little regard was paid
to complete external haemorrhoidal reduction, resulting
in residual external components not being completely
reduced. Our current technique ensures total external
component reduction/removal and is expected to show
even more favourable results.9
We have now performed more than 1,400 stapled
haemorrhoidectomies to date, and regard this as the
technique of choice for patients with prolapsed
haemorrhoids.
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